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Executive summary
• Physical and mental health are inextricably intertwined. Long-term conditions (LTCs), such as diabetes, are associated with high rates of mental illness. Some 70% of NHS spend goes on the treatment of LTCs, a great deal of which currently involves treatment in acute hospitals.
• Psychological stress is often expressed as physical symptoms, which are an example of medically unexplained symptoms (MUS).
• The mental health needs of a patient in a physical health care setting often remain undiagnosed and therefore untreated. To optimise the physical health care of patients, it is essential that their mental health and wellbeing are addressed at the same time.
• Liaison services should be provided throughout the acute hospital, including in A&E departments. Services should be provided to meet the needs of patients with a mental disorder secondary to their physical disorder, or a physical disorder alongside their mental disorder, and for patients (particularly those with MUS) where it is impossible to separate the two.
• Acute liaison services operate within existing (often ad hoc) local networks of other generic and disorder-specific clinical health psychology and multidisciplinary services. This should be mapped out by commissioners so that acute liaison becomes a primary partner in the effective management of the emotional and adjustment/ behavioural needs of all patients presenting to acute services.
• A liaison service should be an integral part of the services provided by acute hospital trusts -trusts that have incorporated a liaison service have demonstrated much better costeffectiveness.
• Commissioning of acute liaison services should be universally included in contracts for the provision of acute hospital services and concord to standards set by professional and regulatory authorities.
• Acute liaison services should have the resources and skills needed to support all age groups.
• Liaison services may, over time, extend their remit to help primary mental health care to manage people with LTCs and MUS, in order to avoid unnecessary admissions to secondary care. 
Introduction
The JCP-MH has two primary aims:
• to bring together service users, carers, clinicians, commissioners, managers and others to work towards values-based commissioning
• to integrate scientific evidence, service user and carer experience and viewpoints, and innovative service evaluations in order to produce the best possible advice on commissioning the design and delivery of high quality mental health, learning disabilities, and public mental health and wellbeing services.
The JCP-MH:
• has published Practical Mental Health Commissioning, 2 a briefing on the key values and principles for effective mental health commissioning
• provides practical guidance and a developing framework for mental health
• will support commissioners of public mental health to deliver the best possible outcomes for community health and wellbeing
• has published a series of short guides describing 'what good looks like' in various mental health service settings.
Who is this guide for?
This guide describes what 'good looks like' for a modern acute liaison service. It should be of value to Clinical Commissioning Groups (who will be commissioning secondary services, both specialist mental and acute). An acute liaison service is designed to provide services for:
• people in acute settings (inpatient or outpatient) who have, or are at risk of, mental disorder
• people presenting at A&E with urgent mental health care needs
• people being treated in acute settings with co-morbid physical disorders such as long-term conditions (LTCs) and mental disorder
• people being treated in acute hospital settings for physical disorders caused by alcohol or substance misuse
• people whose physical health care is causing mental health problems
• people in acute settings with medically unexplained symptoms (MUS).
The service aims to increase the detection, recognition and early treatment of impaired mental wellbeing and mental disorder to:
• reduce excess morbidity and mortality associated with co-morbid mental and physical disorder
• reduce excess lengths of stay in acute settings associated with co-morbid mental and physical disorder
• reduce risk of harm to the individual and others in the acute hospital by adequate risk assessment and management
• reduce overall costs of care by reducing time spent in A&E departments and general hospital beds, and minimising medical investigations and use of medical and surgical outpatient facilities
• ensure that care is delivered in the least restrictive and disruptive manner possible.
Why is acute liaison important to commissioners?
The problems acute liaison addresses are common:
• • one quarter of all patients admitted to hospital with a physical illness also have a mental health condition that, in most cases, is not treated while the patient is in hospital 6 • most patients who frequently re-attend A&E departments do so because of an untreated mental health problem 6 • two thirds of NHS beds are occupied by older people, up to 60% of whom have or will develop a mental disorder during their admission.
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Mental and physical health are closely linked
Mental illness increases risk of physical illness and complicates its management. Depression is associated with:
• reduced life expectancy of 10.6 years in men and 7.2 years in women 12 • increased risk of coronary heart disease 13
• four-fold increased risk of myocardial infarction (MI) and four-fold increased risk of death within six months of myocardial infarction 14 • two-fold increased risk of type 2 diabetes
15
• three-fold increased risk of noncompliance with treatment recommendations.
16 schizophrenia is associated with:
• reduced life expectancy of 20.5 years in men and 16.4 years in women 17 • three-fold increased death rate from respiratory disease 18 • two-fold increased risk of obesity, two to three-fold increased risk of smoking, two-fold increased risk of diabetes, two to three-fold increased risk of hypertension, five-fold increased risk of dyslipidaemia and two to three-fold increased risk of metabolic syndrome.
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substance use disorder is associated with 13.6 year reduced life expectancy for men and 14.8 years for women.
12
smoking is the main cause of preventable death in the general population. People with a mental disorder smoke much more than people without a mental disorder: they consume 42% of all tobacco consumed in England.
Why is acute liaison important to commissioners? (continued)
physical illness increases the risk of mental illness. Depression is more common in those with a chronic physical illness.
21
Risk of depression is doubled for people with diabetes, hypertension, coronary artery disease and heart failure, and tripled in those with stroke, end-stage renal failure and chronic obstructive pulmonary disease.
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depression is more than seven times more common among people with two or more chronic physical conditions. 23 One in five people newly diagnosed with cancer or first hospitalised with a heart attack will develop depression or anxiety within one year. The close links between mental and physical health highlight the importance of an integrated approach to treating physical and mental illness. However, traditionally mental and physical health care have been commissioned separately; it is rare that the needs of patients with mental and physical health problems are provided for through a single funding stream.
Mental health and physical health are closely linked. Liaison services provide commissioners with a means to address this in the acute hospital setting. Liaison services can significantly reduce incidence of mental illness associated with physical illness and vice versa, thereby reducing the burden on both primary and secondary care. The focus of Improving Access to Psychological Therapies (IAPT) has been extended to cover psychological interventions for LTC co-morbidity and MUS.
Mental illness can frequently cause or aggravate physical disorder. These disorders are seen and treated in acute hospital settings. The commissioners of acute hospital services should therefore be responsible for commissioning acute liaison services to meet this need.
Liaison services are important in facilitating collaborative care approaches to both mental and physical health conditions. Closer working between primary and secondary care staff is particularly important in improving the confidence of specialist mental health staff in identifying, preventing and intervening early with physical health problems, and vice versa (see the companion primary mental health care commissioning guide).
the quality and productivity challenge (qipp)
Commissioners are required to improve quality while at the same time increasing productivity (QIPP). Liaison services provide an excellent opportunity to do this by:
• improving clinical outcomes
• reducing admissions to and lengths of stay in acute settings
• ensuring patients with co-morbid longterm conditions receive better treatment while using fewer health care resources
• treating and reducing costs for patients with MUS
• reducing psychological distress following self-harm, and reducing suicide.
What do we know about the current provision of acute liaison services?
There is currently no single, uniform model for liaison services across the country. Where such services exist, they are often provided by the local mental health trust within the estate of the acute hospital trust, which may present logistical and operational challenges.
Liaison services are commonly commissioned by the commissioners of mental health services (rather than the commissioners of acute hospital care). This is despite the fact that the acute trust should be providing them, and the quality and productivity benefits that derive from the service are realised within the acute hospital setting.
Most acute liaison services could provide the following:
• advice, training and coaching on the management of mental health problems to other professionals in the acute hospital
• biopsychosocial assessment, formulation and diagnosis for people identified by acute hospital staff as experiencing impaired mental wellbeing or whose physical symptoms are unexplained
• brief interventions, advice and signposting to services in a range of agencies for patients in acute hospital settings
• participation in Mental Health Act and Mental Capacity Act assessments, and performing risk assessments for harm to self and others
• expert advice on capacity to consent for medical treatment in complex cases involving both physical and mental health problems
• acting as a Responsible Clinician under the Mental Health Act for people detained under the Act, and receiving care in the acute hospital
• rapid response to requests for assessment in the A&E department and on acute hospital wards (assessment and management of people who have selfharmed forms a significant proportion of this responsibility)
• development of care plans post-assessment
• arranging appropriate follow-up post-discharge
• assessment of people with MUS
• management of people with MUS who require a higher level of input than can be provided by lower intensity services such as IAPT -in association with primary care, specialist medical teams and other specialist multidisciplinary teams (eg. chronic fatigue syndrome/ME services)
• contributing to the management of people with long-term physical conditions in collaboration with primary care and specialist physical health multidisciplinary teams (eg. diabetes psychology and dietetics)
• assistance with the management of people with long-term physical conditions
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• assessment, management and signposting of patients with alcohol and substance misuse disorders.
the service could bring the following benefits:
• increased mental health care capacity within the acute hospital through collaboration
• improved wellbeing of staff in acute hospital settings, by relieving the anxiety these staff sometimes feel when dealing with patients with complex needsthis may in turn help reduce levels of sickness absence
• improved patient self-management of their care
• improved physical care of people with mental disorder
• reduced stigma associated with mental health care. Liaison psychiatry provision is often patchy, despite its core role in risk management and in facilitating good physical health care. The picture is further complicated by the range of other services that provide behavioural input to physical health care. Liaison services have a unique and essential role in providing broad cover across health care settings, and in their capacity to handle the most severe and risky mental health problems. However, commissioners will also need to consider the range of other services that provide evidence-based talking therapies and rehabilitation for physical health problems, including MUS and LTCs. These include:
• clinical health psychology embedded in medical teams, such as oncology, diabetes, renal, rheumatology or respiratory teams and providing specialist talking therapies, assessment, consultation, training and research
• chronic pain management teams and chronic fatigue teams, operating over a wider area than a single acute hospital
• cancer network of psychosocial support professionals, organised to support sophisticated training arrangements for medical and nursing oncology staff (and often including liaison psychiatrists)
• cardiac and pulmonary rehabilitation teams.
Existing liaison services tend typically to be for adults with mental health needs, and not for children and young people. An important development would be for commissioners to commission liaison services that are age-inclusive. The liaison needs of children and young adults may differ in some respects from those of adults and older people but the principles and benefits are applicable across all ages. This all-age approach will present challenges to the way in which services are currently organised but is important if the ambition of the English mental health strategy is to be realised through the commissioning process.
Furthermore, the current patchy nature of liaison services commissioning leads to patchy provision. There should be universal agreement to commission liaison services as part of the acute hospital care commissioning process.
What do we know about the current provision of acute liaison services? (continued)
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What would a good liaison service look like?
Model of service delivery
A good liaison service functions best as a discrete, specialised, fully integrated team comprising multi-professional health care staff, under single leadership and management.
A core service should be based on the following principles:
• staff members sole (or main) responsibility is to the acute liaison team
• the team includes adequate skill mix
• the team has strong links with specialist mental health services and good general knowledge of local resources
• there is clear and explicit responsibility for all patients in the acute hospital setting
• there is one set of integrated multi-professional healthcare notes
• consultant medical staff are fully integrated.
key coMponents of the service
A comprehensive liaison service will have the following features:
• ability to work closely with the acute hospital through integrated governance, open (pre-referral) discussion with the hospital's principal referring units, a single point of referral and the capacity to serve the agreed hospital population
• provision of comprehensive assessment and formulation, including risk assessment and joint assessment where appropriate, using recognised formal instruments to provide diagnosis and formulation that leads to an agreed plan that is communicated in a timely manner
• capacity to engage effectively with the patient in a safe place that allows a positive therapeutic relationship to be built
• provision of a range of interventions including signposting, support, psychosocial interventions, therapeutic interview, brief psychotherapeutic interventions, and pharmacotherapy
• effective liaison with other parts of the health system, including general practice, crisis and in-patient teams, specialist mental health teams, social services, emergency services and nonstatutory agencies
• broad capacity building across the health and social care system so that mental health is much more readily recognised as a concomitant to physical health (liaison clinicians should be able to assess physical health as well as mental health, manage mental health issues, recognise the remit of their capabilities, and refer to psychiatric services when appropriate) 
the optiMuM liaison teaM
To provide the breadth of services set out above, a range of staff operating within a multidisciplinary team is essential. • adults with complex needs
• older-age adults -all senior staff will need experience in older people's mental health, and all teams should have the necessary requirements to allow training of juniors and students for all professional groups
• CAMHS -child and adolescent mental health services to general hospitals should be provided by specialist multidisciplinary CAMHS liaison teams, but current provision is patchy and further investment is required.
The model of acute liaison services outlined in this guide will require a number of additional therapists with experience of working with people with MUS. These therapists may come from a variety of backgrounds, including social work, occupational therapy and physiotherapy
For examples of guidance on appropriate staffing levels for older-age adults and other population groups please see references [26] [27] [28] [29] [30] [31] ,as well as the existing JCP-MH series of guides on commissioning (www.jcpmh.info).
RAID is
a new model for acute liaison services developed by Birmingham and Solihull Mental Health Foundation Trust and the University of Staffordshire. It has been piloted at Birmingham's City Hospital, an inner city general hospital with some 600 beds.
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The service offers consultation and liaison to A&E, the medical assessment unit and the medical, maternity and surgical wards, with response targets of one hour for A&E and 24 hours for inpatients.
RAID builds on existing liaison services, adding health and social care capacity to the liaison team, plus specialist skills in older adults and addictions -as such, it is a complete, all-age mental health service within an acute trust.
RAID is viable at a cost of circa £1 million for a hospital of circa 600 beds.
Economic evaluation of RAID, undertaken by the London School of Economics, has demonstrated that it can achieve the following outcomes, over and above traditional liaison services:
• reduce admissions, leading to a reduction in daily bed requirement of 44 beds per day, saving the NHS £3.55 million per annum through decommissioning acute beds
• reduce discharges to institutional care for elderly people by 50%, saving local authorities £3 million per annum in contributions to residential care
• produce a consequent cost-to-return ratio of £1 to £4.
Quality indicators have confirmed good patient feedback on improved holistic care in acute care settings. Staff feedback has confirmed that the team is popular and has built capacity and confidence in managing patients with mental health issues, reduced violence and improved morale (as evidenced in the annual staff survey).
In terms of hospital efficiency, waiting times for mental health patients in A&E have been reduced by 70%, which is reflected in an overall improvement in A&E waiting times.
The service is to expand across the Birmingham acute care health economy to cover five acute hospitals with 3,600 beds in total. Throughout this expansion it will be subject to ongoing evaluation.
outcoMes
The quality outcomes of liaison services include:
• improved service user experience and care outcomes
• improved access to mental health care for a population with high morbidity
• reduced emergency department waiting times for people with mental illness
• reduced admissions, re-admissions and lengths of stay
• reduced use of acute beds by patients with dementia
• reduced risk of adverse events
• enhanced knowledge and skills of acute hospital clinicians 
